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Abstract 
When the NICE guideline for antenatal and postnatal mental health was updated in 
December 2014, the intervention delivered by health visitors, described as ‘listening 
visits’, was not included in the recommendations as one of a number of possible, 
evidence-based options of support. Maternal mental health is one of the six high 
impact areas designated as a fundamental component of health visiting practice. 
This review demonstrates how health visitors are uniquely placed to fulfill many of 
the recommendations in the updated NICE guideline and have a pivotal part to play 
in prevention, early identification, prompt treatment and improved outcomes for 
mothers, their partners and their babies. The review also highlights the challenges of 
delivering the recommended levels of perinatal mental health information, advice 
and support amidst budget cuts, reorganization of services and conflicting policy 
priorities. 
 
Word count (abstract) = 134 
 
Introduction 
The NICE guideline for antenatal and postnatal mental health was updated in 
December 2014. Health visitor-delivered ‘listening visits’ were included as a 
recommended intervention for mothers with mild to moderate depression in the 
previous version of the NICE guideline (NICE 2007) but were excluded from the 
updated version (NICE 2014a).  
 
‘Listening Visits’ is the term used to describe the therapeutic package of care that 
health visitors offer to mothers with mild to moderate mental health problems 
during pregnancy or the year after delivery (the perinatal period). The package of 
care usually consists of 4 -8 weekly visits. The health visitor uses a range of different 
techniques to enable the mother to gain a better understanding of herself and her 
circumstances in order to explore interventions or support that will help her to feel 
better (Day 2014; Cummings and Whittaker 2016).   
 
It is vital that commissioners, managers and practitioners understand that there are 
many reasons for the exclusion of ‘listening visits’ from the NICE guideline, some of 
which relate to the definitions and descriptions used and to the poor availability of 
appropriate research, or the way in which research findings have been interpreted 
(NCCMH 2014). The exclusion of ‘listening visits’ from the guideline should not mean 
the exclusion of health visitors from the pathway of care. 
 
The purpose of this article is to explore the potential role of the health visitor in the 
context of the recommendations made in the updated guideline for antenatal and 
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postnatal mental health (NICE 2014a).  It will illustrate the part that health visitors 
could play in preventing, assessing and managing maternal perinatal mental health 
problems. However, it must also be acknowledged that there are a number of 
contextual factors, such as changes in commissioning and organizational priorities, 
that mean that health visitors are not always able to fulfill this very important part of 
their role. 
 
The role of the health visitor in prevention, early intervention and public health 
Health visitors are key professionals in identifying and supporting mothers with 
mental health needs because of their background in nursing and/or midwifery and 
their public health expertise in prevention and early intervention. Some health 
visitors are qualified mental health nurses and many have undertaken extensive 
additional training in mental health.  
 
Health visitors have the skills and qualities to work in partnership with families to 
explore and understand the contextual factors that impact on family health and well-
being, and the ability to use a range of techniques to enable parents to find the 
actions and solutions that are right for them (Davis and Day, 2010). This means that 
in their everyday practice health visitors are already considering and addressing the 
multiple and varied determinants of health. Regardless of whether the issues 
identified relate to physical or mental health, or parenting, health visitors are in the 
process of building a therapeutic alliance using many of the common elements 
associated with effective psychological interventions such as empathy, warmth, 
genuineness and mutual respect (IAPT 2010a, IAPT 2010b).  
 
Health visitors have a responsibility to contact all mothers during pregnancy and in 
the early years of a child’s life (DoH/DCSF 2009, DoH 2014). This means that health 
visitors are ideally placed to make enquiries about maternal mental health, to 
undertake a comprehensive assessment of need and risk, and to facilitate access to a 
range of appropriate and effective options of support (DoH 2012). Maternal mental 
health is one of the six high impact areas that are considered to be a primary focus 
of health visiting practice. It could be argued that maternal mental health is of prime 
importance as any form of maternal distress can potentially have an adverse impact 
on maternal self-care; capacity to cope; capacity to access and engage with sources 
of help and support; and interactions with, and care of, other members of the family 
(DoH 2014). 
 
The NICE guideline states that most women with additional mental health needs will 
be identified and treated in primary care (NCCMH 2014). As the greatest number of 
new episodes of postnatal depression occur 2-3 months after birth (Gavin et al 2015, 
O’Hara and McCabe 2013) the burden of this responsibility inevitably falls on health 
visitors as they are the only primary care health professionals who routinely see all 
mothers and babies beyond the first 6 weeks of a baby’s life.  
 
Mothers sometimes find it difficult to disclose how they are feeling during pregnancy 
and the year after delivery. There are many reasons for this including stigma, lack of 
information about perinatal mood disorders and the nature of the relationships 
 3 
between mothers and health professionals (Dennis and Chung-Lee 2006).  
 
As a home-based service, health visitors enjoy the benefit of being able to engage 
with mothers in the privacy and security of their own home, often for a longer 
period of time at each appointment, than is usually possible in health care facilities. 
A home environment also makes it easier for mothers to respond to infant needs, 
demands and feeding schedules. These circumstances can help to provide an 
environment in which mothers are more likely to feel at ease and health visitors are 
more likely to be able to get to know the family and share and explore sensitive 
information (Cowley et al 2013).  
 
A narrative review of women’s experiences of perinatal mental health care affirms 
that women value having the opportunity to get to know the people looking after 
them and are more likely to disclose mental health problems if they feel that they 
have a ‘connection’ with a single known health professional who is responsible for 
co-ordinating responsive, flexible and integrated care (NCCMH 2014). The fact that 
health visitors already know mothers from routine antenatal and new birth contacts 
may help to overcome any reticence or embarrassment possibly associated with 
talking about maternal mental health. As the role of health visitors includes 
providing information and anticipatory guidance about a range of health and 
childcare issues it should also be within their remit to provide information about 
perinatal mood disorders. (NICE 2014a, recommendation 1.4.1). Creating the right 
environment to facilitate disclosure is probably more difficult where corporate 
caseloads and skill mix teams mean that a mother might be seen by a different 
health visitor or team member at every visit, or where reductions in staff numbers 
and increases in caseloads mean that all women do not receive the mandated 
number of contacts.  
 
The point is made in the guideline for antenatal and postnatal mental health that 
specific interventions to address mental health issues are more likely to be effective 
if they are offered within the context of a comprehensive treatment programme and 
include consideration of the needs of all family members (NICE 2014a, 
recommendation 1.3.4). This is particularly relevant to interventions offered by 
health visitors because these professionals have a responsibility not only to support 
mothers with mental health problems but also to assess and promote every aspect 
of family health and well-being. This includes an ability to acknowledge family 
strengths, needs and risks; consideration of the interactions and relationships 
between all family and household members; a responsibility to safeguard vulnerable 
adults and children; and a mandate to promote the optimal health, growth, 
development and safety of all children under 5 (Cowley et al 2013).  
 
The role of the health visitor in psychosocial assessment 
The purpose of psychosocial assessment is not just about identifying vulnerabilities 
but it is an opportunity to develop a “holistic, integrated, woman-centred approach 
to emotional health” (Milgrom and Gemmill 2013, p.5). This is compatible with the 
expectation in recommendations 1.3.6 and 1.4.3 of the NICE guideline (NICE 2014a) 
that health professionals should promote mental well-being and seek to prevent, as 
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well as treat, mental health problems. 
 
 
It is common practice for health visitors to complete a family health needs 
assessment for every family on their caseload. This includes consideration of many 
of the factors that the updated NICE guideline (recommendation 5.4.8.5. NICE 
2014a) recommends should be considered in the assessment and diagnosis of 
maternal mental ill-health. Risk factors for mental illness may be the same risk 
factors that also contribute to poor physical health, compromised relationships and 
social exclusion. By counteracting risk factors and reinforcing protective factors 
health visitors have the potential to make a significant contribution not only to the 
prevention and early identification of mental illness but also to contribute to better 
physical health, interpersonal relationships and socioeconomic outcomes (Hosman 
et al 2005).   
 
Health visitors are expected to enquire about personal and family history of mental 
illness; parental experience of being parented, including recollections of childhood 
maltreatment; perceptions of personal safety including past or current exposure to 
intimate partner violence; personal or partner alcohol or substance misuse; and any 
other stressful events or traumatic experiences. Enquiries of this nature require 
great sensitivity and skill as well as knowledge and awareness of the implications of 
disclosure, or when urgent or immediate referral or help is needed. The key point 
here is that health visitors (if sufficiently resourced to allow them to deliver the 
mandated number of universal visits to all families) can take action to address these 
factors at the earliest possible opportunity and are able to identify, monitor and 
support mothers who may be at increased risk of suffering from a mental illness.  
 
The role of the health visitor in assessing and managing physical and mental health  
Health visitors are able to identify sub-clinical symptoms such as disturbances in 
sleep, appetite and concentration and to understand the interplay between 
symptoms identified and the biopsychosocial consequences of motherhood. For 
example, fatigue may be a symptom of depression but it may also be a sign of poor 
thyroid function or anaemia or disrupted sleep associated with infant feeding. 
Somatic symptoms such as back pain, headaches or nausea could indicate physical or 
psychological problems (Webb et al 2008, Harran et al 2014) or culturally acceptable 
ways of expressing emotional distress (Evagorou et al 2016).  
 
Perinatal mental health problems may also be associated with risky behaviours such 
as smoking, drinking or taking drugs or compromised self-care such as poor nutrition 
and reluctance to engage with local services (Cinciripini et al 2010, Cha and Masho 
2013, Alhusen, Ayres and DePreist 2016). In the light of their professional knowledge 
and experience, health visitors are able to appreciate this diversity of aetiology and 
expression. If adequately resourced to provide ongoing support to families, health 
visitors are able to continuously appraise the changing dynamics of circumstances, 
relationships and risk; explore and respond to readiness to change; provide 
anticipatory guidance to ameliorate the impact of symptoms on maternal 
functioning and well-being; or provide advice about behaviours, interventions and 
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support that can help to modify the symptoms or prevent them from occurring in 
the first place.  
 
The role of the health visitor in assessing the level of contact and support needed. 
Health visitors are trained not only to ask the relevant questions but also have the 
professional knowledge and clinical integrity to be able to deal with the responses 
given and the issues raised. This is particularly important with regard to the necessity 
of identifying mothers with serious mental health problems, or complex 
presentations, that require specialist intervention. The NICE guideline advocates a 
simplistic approach to initial assessment in the form of depression and anxiety 
identification questions, based on the logic that anxiety and depression are the most 
prevalent mental health problems in the perinatal period (NCCMH 2014). It is 
expected that every practitioner at every antenatal and postnatal contact will ask 
these questions (NICE 2014a). However, these questions alone will not help to reveal 
those women who are experiencing depression, anxiety, Obsessive Compulsive 
Disorder (OCD), Post Traumatic Stress Disorder (PTSD) or phobias, or who are 
experiencing other symptoms not usually indicative of anxiety or depression (Coates 
et al 2014; Highet et al 2014; Williamson et al 2015). Challenges may also arise from 
the difficulties of disentangling symptoms reflecting multiple co-morbidities 
(Brockington et al 2006).   
 
Health visitors who have received training in differential presentations can use 
additional tools of assessment to help them to sensitively explore the breadth, depth 
and impact of the symptoms experienced in order to know the kinds of interventions 
that might be appropriate and when and to whom a referral is required. This is very 
important considering that the updated NICE guideline (2014a, recommendation 
1.5.3) highlights that the “range and prevalence of anxiety disorders and depression 
are under-recognised” during the perinatal period and that all healthcare 
professionals working in universal services should “assess the level of contact and 
support needed by women with a mental health problem (current or past) and those 
at risk of developing one” (NICE 2014a, recommendation 1.4.8) 
 
The role of the health visitor in facilitating access to integrated and collaborative 
care 
NICE guidelines are clear in their expectation that all professionals should make 
decisions in collaboration with patients taking into account their unique 
circumstances, preferences, needs, values and beliefs (NCCMH 2014). This is of 
particular relevance for antenatal and postnatal mothers who may be experiencing 
symptoms that could be attributed to the unique context of motherhood, transient 
psychological distress or that may signify the onset of mental illness. The health 
visitor has the skills and opportunity to monitor changes in maternal health and well-
being over time; to explore explanatory models of mental illness and motherhood; 
and to provide timely information and support. In situations where mothers are 
reluctant, or unable, to access additional services health visitors may be the only 
professional who is able to maintain contact.  
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Despite the fact that, according to the NICE (2014a) guideline for antenatal and 
postnatal mental health, ‘listening visits’ are no longer recommended as a 
therapeutic intervention, other guidance suggests (for example, NICE 2011, NICE 
2012, DoH 2012, DoH 2014) that health visitors are expected to offer a series of 
supportive visits to mothers experiencing mild to moderate depression, as one of a 
range of possible options of support. 
 
 According to the updated guideline (NICE 2014a)‘Facilitated self-help’ is the only 
suggested option for women experiencing mild to moderate or subthreshold 
depression. However it is important to realise that the strength of the 
recommendation is reflected in the words that are used (NICE 2014b). For example, 
the word ‘consider’ indicates that the evidence of benefit from the intervention is 
less than certain. If the NICE recommendation invites the reader to ‘consider’ a 
particular intervention the implication is that this intervention should only be 
considered as one of many possible options. Whilst, the option of facilitated self-
help should be explored, any intervention is only likely to be effective if it is 
acceptable to the recipient and if they believe that it is likely to help them to feel 
better.  
 
Although the definition of facilitated self-help referred to in the NICE guideline 
recommendation has very specific characteristics and implications, it could also be 
argued that any intervention offered by health visitors falls into this category. Many 
of the self-help strategies that health visitors might suggest or explore to ameliorate 
common mental health problems are those that are endorsed by both consumers 
and professionals as most likely to be helpful, such as behavioural activation, 
relaxation techniques and structured problem-solving (Morgan and Jorm 2009). 
Many of these techniques are included in what are currently described as ‘listening 
visits’ (Day 2014, Cummings and Whittaker 2016). 
 
Specialist knowledge and advanced skills are required to ensure that prompt and 
appropriate action is taken when there is a sudden deterioration in maternal mental 
state or indications of increased risk of harm to either the mother or the baby. 
Health visitors are therefore often involved in organising emergency care or 
additional support from other agencies and may act as the intermediary between 
those agencies and the family. In some cases, as a result of delays in accessing 
treatment, lack of services for certain categories of illness or disability, restrictive 
referral thresholds or long waiting lists, health visitors may be required to 
temporarily monitor, manage and advocate for mothers exhibiting acute symptoms 
of severe mental illness, comorbid presentations including perhaps anxiety, 
depression and PTSD or mothers with mental illnesses superimposed on learning 
disabilities, personality disorders, domestic violence or substance misuse (Apter et al 
2012, Austin et al 2015, Cummings and Whittaker 2016).  
 
Even when mothers are receiving support from other professionals, health visitors 
may have a key role to play in encouraging sustained engagement with other 
therapists and ensuring that the health and well-being needs of all family members 
are considered and addressed (DoH/DCSF 2009). Health visitors may be instrumental 
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in exploring with the family ways of engaging with local communities and services 
and mobilising networks of support in order to foster resilience and reduce risk. In 
this respect, the role of the health visitor is similar, in many ways, to the role of the 
‘case manager’ in other community services (Ross, Curry and Goodwin, 2011). Of 
course, health visitors can only fulfil this role if they are sufficiently resourced to do 
so. 
 
The role of the health visitor in promoting infant well-being 
The updated NICE guideline for antenatal and postnatal mental health (NICE 2014a) 
specifies that practitioners should recognise that some mothers might experience 
difficulties with the mother-baby relationship and requires that health professionals 
should assess the nature of this relationship at every postnatal contact (Nice 2014a, 
recommendation 1.9.12). It is expected that suitably qualified health professionals 
should be available to discuss any concerns the mother may have and consider 
further interventions to improve the mother-baby relationship if needed (NICE 
2014a, recommendation 1.9.13).  
 
As has been stated previously, health visitors are the only primary health care 
professional, with the appropriate skills and knowledge, who routinely see all 
mothers and babies between 6 weeks and 1 year after birth. Seventy-two percent of 
the additional economic burden imposed on society, as a result of failing to treat 
maternal mental ill-health appropriately, arises from the cost of dealing with the 
adverse consequences for the child (Bauer et al 2014). Assessing the impact of 
mental ill-health on the mother’s capacity to interpret and respond to her child’s 
needs must therefore be a fundamental component of a perinatal mental health 
pathway of care. For the mothers who do not need, or do not wish to access more 
specialist parent-infant mental health services, it is health visitors who have the 
knowledge, skills and opportunity to assess and nurture the mother-infant 
relationship. 
 
In the full guideline, it is suggested that consideration of the practical demands of 
looking after a new baby are neglected because services prioritise “processes of 
assessment, monitoring, psychotherapeutic interventions and medication.” (NCCMH 
2014 p. 33). Whereas mental health professionals may not have the professional 
training and skills to be able to respond to maternity and childcare issues, health 
visitors can provide holistic, integrated packages of care that address the multiple 
needs of the mother and the health, growth, development and safety needs of the 
child. Health visitors should be aware of the many ways that maternal mental ill-
health can impact on infant appearance and behaviour; infant growth and 
development; infant feeding and sleeping routines; clinic attendance; and childcare 
and safety practices (Stein et al 2014, Murray, Fearon and Cooper 2015, Balbierz et 
al 2015). At the same time, health visitors also know that there can be other reasons 
(besides maternal mental ill-health) that might have a bearing on these outcomes. 
Great sensitivity and skill is therefore needed to explore and understand the 
complexity of ideas, concerns and expectations that underpin maternal thoughts, 
feelings, actions, interactions and childcare practices and then to facilitate access to 
the most appropriate forms of help and support. 
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This is particularly relevant in the context of maternal mental ill-health when a 
mother may be feeling vulnerable, exhausted, isolated and depressed. Due to 
altered patterns of thinking (typical of mental illness) the mother may also harbour a 
belief that it is only a matter of time before someone else finds out that she is not 
the kind of mother she wanted to be. The fear of having the baby taken away is one 
of the main reasons why mothers do not want to risk sharing their feelings with 
others (Dennis and Chung-Lee 2006, Dolman et al 2013). In order to facilitate 
disclosure it is recommended that health professionals should “rectify women’s 
misplaced but understandable concerns that disclosure of a mental disorder may 
lead to their baby being taken into care” (Howard et al 2014, p.33). Health visitors 
have an opportunity to do this when they are sharing information about common 
mental health problems that may affect women in the perinatal period, or preparing 
women for a health visitor led maternal mental health assessment visit.  
 
On the other hand, health professionals have to keep in mind that maternal 
symptoms of mental illness may indeed influence the way the mother feels about, 
cares for, and interacts with, her baby. In some cases, this maternal lack of capacity 
to provide sensitive, responsive care may lead to delays in development or 
manifestations of child abuse or neglect (Hogg 2013). Findings from serious case 
reviews have indicated that professionals dealing with parents with complex mental 
health issues can lose sight of a child’s needs (Brandon 2011). Whilst this is a difficult 
call for all health professionals, health visitors are accustomed to considering the 
health and safety of children whilst at the same time providing sensitive, responsive, 
non-judgemental support to mothers.  
 
Discussion 
It is regrettable that the national initiative to increase the number of health visitors 
by 50% between 2011 and 2015 (DoH 2011), in recognition of the vital importance of 
the early years, is now being undermined by existing and anticipated cuts in funding 
for public health (Unite the union/CPHVA 2016; Ford 2016; Stephenson 2016). The 
expectation was that the increase in numbers would reduce the size of health 
visiting caseloads and free up health visiting time to provide more intensive support 
for families who have been identified with additional needs (including those related 
to maternal and infant mental health). It is difficult to understand how the current 
erosion of health visitor numbers is compatible with the statement in the NHS Five 
Year Forward View ‘that the future health of millions of children, the sustainability of 
the NHS, and the economic prosperity of Britain all now depend on a radical upgrade 
in prevention and public health’ (NHS England 2014b, p.3) and the Public Health 
England (PHE) priority to ensure that ‘every child has the best start in life’ (PHE 
2016a). 
 
Although health visitors may appear more expensive than, for example, early years 
workers in Children’s Centres or psychological well-being practitioners in ‘Improving 
Access to Psychological Therapy teams’ (IAPT), they represent added value because 
they can provide interventions that can concurrently address the emotional, social 
and physical health needs of all family members. Moreover, health visitors may be 
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the most appropriate health professionals to fulfil some of the newly added 
recommendations in the updated guideline such as providing new parents with 
“culturally relevant information on mental health problems” (recommendation 
1.4.1, Nice 2014a) and monitoring women regularly “for symptoms throughout 
pregnancy and the postnatal period, particularly in the first few weeks after 
childbirth”(recommendation 1.4.8, Nice 2014a). However, It takes time and trust to 
explore maternal thoughts, feelings and relationships especially when variations in 
maternal perceptions and expectations might influence the readiness of women to 
divulge how they feel or engage in services.  
 
One of the biggest barriers to reducing the impact of maternal mental ill-health on 
mothers and babies is the failure to identify mothers who would benefit from a 
therapeutic intervention (Khan 2015, Howard et al 2014). Given the assumption that 
“the large majority of women (over 90%) with mental health problems in pregnancy 
and the postnatal period are treated in primary care,” (NCCMH 2014, p.32) it is not 
clear which professionals in primary care will have the capacity to fulfil this 
expectation. If health visitors are not being commissioned to offer universal 6-8 
week and 3-4 month assessments of maternal mental health then it is inevitable that 
less mothers will have their mental health needs identified and met (iHV 2015).  
 
Assessment is not just a matter of asking a clutch of identification questions and 
then referring mothers, who say ‘yes’ to any of the questions, to another service. 
Comprehensive assessment involves the exploration of a much greater range of 
issues and symptom clusters, as well as consideration of the impact of maternal 
mental ill-health on other members of the family, especially the baby. When it 
comes to treatment, It is unlikely that the version of ‘facilitated self-help,’ advocated 
for women with sub-threshold symptoms or mild to moderate perinatal depression 
based on the intervention described in the NICE guideline for depression in adults, 
will address the impact of maternal depressive symptoms on all members of the 
family.    
 
Another of the recommendations added to the updated guideline specifies that 
“All healthcare professionals providing assessment and interventions for mental 
health problems in pregnancy and the postnatal period should understand the 
variations in their presentation and course at these times, how these variations 
affect treatment, and the context in which they are assessed and treated.”(NICE 
2014a, recommendation 1.7.1). This means that although depression and anxiety 
might be the most common mental health problems likely to occur in the perinatal 
period, it is not sufficient just to know about these two conditions. It is worrying that 
in some areas there has been an assumption that if mental health assessment just 
involves asking a limited number of simple questions about depression and anxiety 
then anybody can ask them (unpublished health visitor survey 2016). The reality is 
that positive responses to these questions are just the tip of the iceberg in terms of 
assessing the aetiology, range, severity, duration and impact of symptoms.  
 
Immediate referral of women who respond positively to the identification questions 
not only risks overwhelming follow on services thereby increasing waiting times and 
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delaying further assessment and treatment, but also fails to consider and address 
potential underlying causes of psychological distress. It takes time, knowledge, 
sensitivity and skill to undertake a comprehensive assessment of symptoms, need, 
resilience and risk. Primarily, it is vital that health visitors are funded to offer at least 
the designated minimum number of face-to-face contacts recommended by the 
universal healthy child programme (HCP) (DoH/DCSF 2009) but they must also be 
allocated sufficient time and capacity to build relationships, undertake maternal 
mental health assessments, provide support, and co-ordinate integrated care in 
collaboration with families and other services. 
 
In order to share sensitive information mothers have to feel confident that the 
person that they are sharing the information with is consistent, knowledgeable and 
reliable. Although health visitors do already have many of the skills and qualities 
needed to work with families with children under 5, if they are to be effective in 
improving maternal mental health outcomes due regard must be given to 
recommendation 1.7.2 of the NICE guideline with respect to competency, efficacy, 
outcomes and supervision. All health visitors must not only have access to evidence-
based training and regular updates, they must also have opportunities for observing 
the practice of others, reflection and supervision. Systems must be in place to 
regularly assess health visitor competence in delivering effective and acceptable 
interventions as well as regular audits of outcome measures that measure impact 
and satisfaction as well as the number of women who have been offered a specific 
maternal mental health assessment.   
 
It is to be hoped that the identification of perinatal mental health as a government 
priority (Public Health England 2016a, 2016b) and the commitment to increase 
funding and improve services over the next five years will specify how some of that 
funding will be allocated to support the work of health visitors, who are likely to be 
one of the first points of contact between mothers and health services. The concern 
is that whilst investment in specialist community services and in-patient care is to be 
applauded, the failure to specifically mention the importance of continuing to fund 
front-line services means that commissioners may not appreciate, and therefore 
fund, the very important contribution that health visitors make to the perinatal 
mental health pathway of care.  
 
The government report ‘Future in Mind’ identified prevention and early 
identification as a key priority in the quest to reduce the number of children and 
young people experiencing mental health problems (DoH 2015). A fundamental 
premise of early intervention is the understanding that “the later we wait to support 
families with children who are at greatest risk, the more difficult  (and more costly) it 
will be to achieve positive outcomes” (Center on the Developing Child 2016, p.5). 
However, it is not clear whether funding the important work that health visitors do 
in identifying and supporting mothers with mental health problems has been 
included in the budget allocation for early intervention services to reduce child and 
adolescent mental ill-health. This is despite the fact that the majority of the 
estimated cost of perinatal mental health problems is a consequence of the adverse 
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impact of maternal mental ill-health on the child’s future health and well-being 
(Bauer et al 2014). 
 
 
 
Conclusions 
The focus of the updated NICE guideline (2014a) on specific symptoms and 
diagnoses does not adequately acknowledge the challenges inherent in providing a 
continuum of perinatal mental health care that is responsive to the multiple and 
dynamic aspects of health, need and risk for all the family. Despite the fact that 
‘listening visits’ have been excluded from the updated guideline, this article has 
demonstrated that health visitors have a key role to play in the prevention, 
assessment and management of maternal mental health problems during pregnancy 
and the first postnatal year.  
 
The health visiting profession has acknowledged that a range of models and 
techniques can be used to support mothers with mental health problems (Day 2014, 
iHV 2014). This may be because the help that health visitors provide to address 
mental health issues is delivered across a continuum of need and may be blended in 
with other aspects of support. Rather than waiting until symptoms fulfil diagnostic 
criteria in order to trigger an intervention, health visitors are often able to identify 
and ameliorate the factors that might contribute to mental illness, or offer support 
to mothers who are experiencing stress or psychological distress before a diagnostic 
threshold is reached. Unlike many other professions and services, access to health 
visiting support is not based on ‘caseness’ so health visitors are available to support 
women and their families before, during, after, or instead of, mental health care 
from other services. 
 
If health visitors are allowed to fulfil their remit to provide a minimum number of 
contacts to all families and are funded, trained and supported to provide additional 
help to those families who need it, they are ideally placed to co-ordinate an 
integrated, family-oriented programme of perinatal mental health prevention, 
promotion and care. Whilst the debate continues about the format and content of a 
health visitor led therapeutic intervention for mild to moderate maternal depression 
or anxiety, it is clear that health visitors have the potential to help to deliver many of 
the recommendations included in the updated NICE guideline for antenatal and 
postnatal mental health. 
 
Word count : 5,166 
 
References 
Alhusen, JL, Ayres L, DePriest K (2016). Effects of Maternal Mental Health on 
Engagement in Favorable Health Practices During Pregnancy. Journal of Midwifery & 
Women’s Health, 61(2): 210–216.  
 
Apter G, Deevouche E, Gratier M, Valente M, LeNestour A (2012) What lies behind 
postnatal depression : Is it only mood disorder? J Person Disorder 26: 357 - 367 
 12 
Austin M-P, Fisher J, Reilly N (2015) Psychosocial assessment and integrated 
perinatal care in J W Milgrom and A W Gemmill (Eds) Identifying Perinatal 
Depression and Anxiety. Chichester, West Sussex : John Wiley and Sons 
Balbierz A, Bodnar-Deren S, Wang JJ, Howell EA (2015) Maternal Depressive 
Symptoms and Parenting Practices 3-Months Postpartum. Maternal and Child Health 
Journal 19(6): 1212–1219.  
 
Bauer A, Parsonage M, Knapp M, Lemmi V, Adelaja B (2014) The costs of perinatal 
mental health problems. London : Centre for Mental Health 
www.centreformentalhealth.org.uk  (last accessed 12th April 2016) 
 
Brandon M, Sidebotham P, Bailey S, Belderson P (2011) A study of recommendations 
arising from serious case reviews 2009 – 2010.  London: Department for Education. 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/18
2521/DFE-RR157.pdf   (last accessed 13th March 2016) 
 
Brockington IF,Macdonald E, Wainscott G (2006) Anxiety, obsessions and morbid 
preoccupations in pregnancy and the puerperium. Archives of Womens Mental 
Health 9 : 253–263 
 
Center on the Developing Child at Harvard University (2016) From best practices to 
breakthrough impacts: a science-based approach to building a more promising future 
for young children and families. Available from 
http://developingchild.harvard.edu/resources/from-best-practices-to-breakthrough-
impacts/  (last accessed 6th January 2017) 
 
Cha S, Masho S W (2013) Preterm birth and stressful life event in O Erez (Ed) Preterm 
Birth. Intech Publishers. 
http://cdn.intechopen.com/pdfs-wm/42170.pdf (accessed 8th April 2016) 
 
Cinciripini PM, Blalock JA, Minnix JA, Robinson JD, Brown VL, Lam C, . . . Dolan-
Mullen P (2010). Effects of an intensive depression-focused intervention for smoking 
cessation in pregnancy. Journal of Consulting and Clinical Psychology, 78, 44-54. 
 
Coates R, Ayres S, de Visser R (2014) Women’s experiences of postnatal distress : a 
qualitative study. BMC Pregnancy and Childbirth 14 : 359 
 
Cowley S, Whittaker K, Grigulis A, Malone M, Donetto S, Wood H,  Morrow E, Maben 
J ( 2013) Why Health Visiting : A review of the literature about key health visitor 
interventions, processes and outcomes for children and families. National Nursing 
Research Unit, Kings College London. 
Cummings E, Whittaker K (2016) Listening visits by health visitors as an intervention 
for mild-to-moderate postnatal depression or anxiety. Journal of Health Visiting 4(5): 
264 - 270 
 13 
Davis H, Day C (2010) Working in Partnership : The Family Partnership Model. 
London : Pearson Education. 
 
Day A (2014) Combating postnatal depression in the perinatal period. Independent 
Nurse. 
Available from http://www.independentnurse.co.uk/clinical-article/combating-
postnatal-depression-in-the-perinatal-period/65996/ (last accessed 6th December 
2016) 
 
Department of Health / Department for Children, Schools and Families (2009) The 
Healthy Child Programme : Pregnancy and the First Five Years of Life. Gateway 
Reference 12793. London : Department of Health. 
 
Department of Health (2012) Maternal Mental Health pathway : best practice 
guidance. London:Department of Health. Available from 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/21
2906/Maternal-mental-health-pathway-090812.pdf (last accessed 10th April 2016) 
 
Department of Health (2014) Overview of the six early years high impact areas. 
London : Department of Health. Available from 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/41
3127/2903110_Early_Years_Impact_GENERAL_V0_2W.pdf  (last accessed 13th March 
2016) 
 
Department of Health ( 2015) Future in Mind: Promoting, protecting and improving 
our children and young people’s mental health and wellbeing. Available from 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/41
4024/Childrens_Mental_Health.pdf (last accessed 6th January 2017) 
 
Dennis C-L, Chung-Lee L (2006) Postpartum Depression Help-Seeking Barriers and 
Maternal Treatment Preferences : A Qualitative Systematic Review. Birth 33(4) : 323 
- 331 
 
Dolman C, Jones I, Howard LM (2013) A systematic review and meta-synthesis of the 
experience of motherhood in women with severe mental illness. Arch Womens Ment 
Health 16:173-96. 
 
Evagorou O, Arvaniti A, Samakouri M (2016) Cross-Cultural Approach of Postpartum 
Depression : Manifestation, Practices Applied, Risk Factors and Therapeutic 
Interventions. Psychiatr Quarterly  87(1): 129 – 54.  
 
Ford S (2016) Nursing groups issue warning over health visiting cuts. Nursing Times 
online 16th August. Available from 
https://www.nursingtimes.net/news/news-topics/public-health/nursing-groups-
issue-warning-over-health-visiting-cuts/7009971.article  (last accessed 6th Jan 2017) 
 
 14 
Gavin NI, Gaynes BN, Lohr KN, Meltzer-Brody S, Gartlehner G, Swinson T. (2005) 
Perinatal depression: a systematic review of prevalence and incidence. Obstet 
Gynecol 106: 1071 - 1083 
 
Harran C, van Driel B, Mitchell BL, Brodribb WE (2014) Clinical guidelines for 
postpartum women and infants in primary care – a systematic review. BMC 
Pregnancy and Childbirth 14:51  
 
Highet N, Stevenson AL, Purtell C, Coo S (2014) Qualitative insights into women’s 
personal experiences of depression and anxiety. Women and birth 27(3) : 179 – 184 
 
Hogg S (2013) Prevention in mind: All Babies Count: spotlight on perinatal mental 
health.  London : NSPCC. Available from  
http://everyonesbusiness.org.uk/wp-content/uploads/2014/06/NSPCC-Spotlight-
report-on-Perinatal-Mental-Health.pdf  (last accessed 10th April 2016) 
 
Hosman C, Jane-Llopis E & Saxena S, (Eds) (2005). Prevention of Mental Disorders: 
Effective  
Interventions and Policy Options. Oxford: Oxford University Press. 
 
Howard LM, Megnin-Viggars O, Symington I, Pilling S (2014). Antenatal and postnatal 
mental health: summary of updated NICE guidance British Medical Journal 349 
:g7394  
 
IAPT (2010a) Good practice guidance on the use of self-help materials within IAPT 
services. 
Available from http://www.iapt.nhs.uk/silo/files/good-practice-guidance-on-the-
use-of-selfhelp-materials-within-iapt-services.pdf  (last accessed 22nd May 2016) 
 
IAPT (2010b) Counselling for depression competency framework.  Available from 
http://www.iapt.nhs.uk/silo/files/counselling-for-depression-competency-
framework.pdf  (last accessed 22nd May 2016) 
 
Institute of Health Visiting (2014) Antenatal and Postnatal Mental Health – NICE 
guidance. Briefing paper. Available from 
http://ihv.org.uk/wp-content/uploads/2014/12/1412-iHV_NICE-Guidance_Briefing-
doc_V3.pdf (last accessed 22nd May 2016) 
 
Institute of Health Visiting (2015) 2014 / 15 annual report. Available from 
https://ihv.org.uk/wp-content/uploads/2015/08/iHV_Annual_Report_14_15.pdf 
(last accessed on 6th January 2017) 
 
Khan L (2015) Falling through the gaps : perinatal mental health and general 
practice. London: Centre for Mental Health. Available from 
www.centreformentalhealth.org.uk (last accessed on 6th January 2017) 
 
 15 
Milgrom J, Gemmill AW (2013) Screening for perinatal depression. Best practice & 
Research Clinical Obstetrics and Gynaecology, Sept 2013 : 1-11 
 
Morgan AJ, Jorm AF (2009) Self-help strategies that are helpful for sub-threshold 
depression: a Delphi consensus study. J Affect Disord.;115(1–2):196–200. doi: 
10.1016/j.jad.2008.08.004. 
 
Murray L, Fearon P, Cooper P (2015) Postnatal depression, mother-infant 
interactions and child development. In JMilgrom, AW Gemmill (Eds) Identifying 
perinatal Depression and Anxiety. Chichester: John Wiley and Sons Ltd 
 
National Collaborating Centre for Mental Health (2014) Antenatal and postnatal 
mental health: clinical management and service guidance. Updated edition. NICE 
guideline (CG192). Leicester and London: The British Psychological Society and The 
Royal College of Psychiatrists  
Available from:  www.nice.org.uk/guidance/cg192/evidence (last accessed 21st May 
2016) 
 
NICE (2007) ) Antenatal and postnatal mental health: clinical management and 
service guidance. NICE clinical guideline (CG45) no longer available from 
www.nice.org.uk/guidance/CG45. Full guideline available from 
http://www.rcpch.ac.uk (last accessed 21st May 2016) 
 
NICE (2009) Depression in adults : recognition and management. NICE guideline 
(CG90) 
Available from www.nice.org.uk/guidance/cg90  (last accessed 22nd May 2016) 
 
NICE (2011) Generalised anxiety disorder and panic disorder in adults : management. 
NICE guideline (CG113) Available from www.nice.org.uk/guidance/cg113 ( last 
accessed 22nd May 2016) 
 
NICE (2012) Social and emotional well-being : early years. Public Health guideline 
(PH40) Available from https://www.nice.org.uk/guidance/ph40 (last accessed 6th 
January 2017) 
 
NICE (2014a) Antenatal and postnatal mental health: clinical management and 
service guidance. Updated edition. NICE guideline (CG192) National Institute for 
Health and Care Excellence 
Available from:  www.nice.org.uk/guidance/cg192 (last accessed 22nd May 2016) 
(last accessed 6th January 2017) 
 
NICE (2014b) Developing NICE guidelines ; The manual. National Institute for 
Health and Care Excellence. Available from: 
www.nice.org.uk/media/default/about/what-we-do/our-programmes/developing-nice-
guidelines-the-manual.pdf   (last accessed 22nd May 2016) 
 
 16 
O’Hara MW, McCabe JE (2013) Postpartum depression: current status and future 
directions. Ann Rev Clin Psychol 9: 379 - 407 
 
Paschetta E, Berrisford G, Coccia F, Whitmore J, Wood AG, Pretlove S (2014) 
Perinatal psychiatric disorders: an overview. American Journal of Obstetrics and 
Gynecology Expert Reviews. e6: 501 - 509 
 
Public Health England (2016a) Health matters; giving every child the best start in life. 
Guidance. Available from https://www.gov.uk/government/publications/health-
matters-giving-every-child-the-best-start-in-life/health-matters-giving-every-child-
the-best-start-in-
life?utm_source=Blog&utm_medium=LaunchblogBS&utm_campaign=HealthMatters 
(last accessed 6th January 2017) 
 
Public Health England (2016b) Letter to Local Authorities from Public Health England. 
Children’s public health 0-5 : Review of mandation. 29 June 2016 
PHE Gateway number: 2016-106. London: Public Health England. Available from  
http://chimat.org.uk/information/reviewofmandation.pdf  (last accessed 6th January 
2017) 
 
Ross S, Curry N, Goodwin N (2011) Case management: what it is and how it can best 
be implemented. London: The Kings Fund. Available from 
https://www.kingsfund.org.uk/sites/files/kf/Case-Management-paper-The-Kings-
Fund-Paper-November-2011_0.pdf (last accessed on 6th January 2017) 
 
Stein A, Pearson RM, Goodman SH, Rapa E, Rahman A, McCallum M, Howard LM, 
Pariante CM (2014) Effects of perinatal mental disorders on the fetus and child. 
Lancet 384:1800–1819 
 
Stephenson J (2016) Birmingham health visiting under threat from integrated service 
budget. Nursing Times online 14th July. Available from  
http://www.nursingtimes.net/news/workforce/birmingham-health-visiting-under-
threat-from-integrated-service-budget/7006440.fullarticle (last accessed 6th January 
2017) 
 
Unite the union / CPHVA (2016) Health visiting in England: a briefing for Unite the 
Union regional officers, representatives and members. May 2016. Available from 
http://www.unitetheunion.org/uploaded/documents/Health%20visiting%20in%20E
ngland%20May%20201611-26805.pdf (last accessed 6th January 2017) 
 
 
Webb, D. A., Bloch, J. R., Coyne, J. C., Chung, E. K., Bennett, I. M., & Culhane, J. F. 
(2008). Postpartum Physical Symptoms in New Mothers: Their Relationship to 
Functional Limitations and Emotional Well-being. Birth 35(3): 179 - 187  
 
 17 
Williamson JA, O’Hara MW, Stuart S, Hart KJ, Watson D (2015) Assessment of 
postpartum depressive symptoms: the importance of somatic symptoms and 
irritability. Assessment 22(3):309-318   
